Background {#Sec1}
==========

Intimate Partner Violence against women and girls (IPV) is an extreme manifestation of gender inequality in society and a serious violation of fundamental human rights. In European Union (EU) countries, between 20 and 25% of adult women reported having experienced IPV at some time in their lives \[[@CR1]\]. A recent study of 54 countries showed that women have a five times greater risk of being killed by their (male) partners than men \[[@CR2]\]. The prevention of violence against women in different forms, including IPV, is nowadays recognized as a public health priority \[[@CR3]\].

Although IPV occurs across all social groups, ethnic minority women are in a particularly vulnerable situation due to their frequent exposure to intersecting axes of discrimination. This study proposes to focus on the particular situation of women belonging to the Roma community, the largest ethnic minority group in Europe, with an estimated population of about 10 million in the EU and several million more in countries outside the EU \[[@CR4]\]. In Spain, the Roma population (*Kale/Spanish Gypsies*) is also the largest minority ethnic group with an estimated population of at least 700.000 people that constitutes nearly 2% of the total Spanish population \[[@CR5]\]. Across Europe, the Roma population suffers the highest prevalence rate of discrimination, and this is also the case in Spain \[[@CR6], [@CR7]\]. The strength of this specific form of racism, anti-Gypsysm, points to the need for explicit focus on the Roma minority. In the case of Roma women experiencing IPV, the intersecting burden of discrimination for being Roma, female and in many cases low income makes them extremely vulnerable.

Studies about IPV in Roma women and girls are scarce. The few which have been conducted coincide in indicating alarming figures within this population. A study conducted in Bosnia and Herzegovina in 2011 estimated that 43% of Roma women had experienced past and/or current physical violence and 36% had experienced psychological abuse by their husbands \[[@CR8]\]. In another study conducted in Turkey, it was estimated that Roma women have a three times greater risk of IPV than women in the general population \[[@CR9]\].

Frequent exposure to poor socio-economic conditions also puts Roma women at greater risk of health problems, and consequently increases their need for accessing the health system, especially primary health care centers \[[@CR10]\]. For Roma women who experience IPV and do not trust in authorities' assistance, health workers may be the only point of contact with public services that can offer support and information \[[@CR11]\]. In Spain, Roma women do access primary health care services as frequently as women from the general population and with more frequency than Roma men, in terms of consultations with general practitioners. However, they have poorer access than the general population when it comes to the sexual and reproductive health care provided by midwives and gynecologists, and preventive screenings, like mammography and Pap smear \[[@CR12]\]. Inequities in healthcare access, including primary health care, have been described elsewhere in Europe \[[@CR13]--[@CR15]\].

Health professionals and health services represent an important resource for all women experiencing IPV \[[@CR16]\], including those who belong to minority ethnic groups \[[@CR17]\]. Well-trained health providers can improve IPV detection and referral to agencies specialized in violence, where intensive advocacy interventions can be provided \[[@CR18], [@CR19]\]. However, the literature shows that encounters between women exposed to IPV and health-care providers are not always satisfactory \[[@CR20], [@CR21]\]. A number of barriers that prevent individual health-care providers from responding to IPV have been pointed out: organizational barriers, time constraints, an attitude of blaming vis-à-vis women exposed to IPV, lack of training, and lack of community resources to team up with, to cite just a few \[[@CR22]--[@CR25]\].

The primary health care (PHC) approach has proved to be very effective when it comes to implementing promotive and preventive interventions against complex problems that transcend the traditional responsibilities of the health system- such as IPV \[[@CR26]\]. This approach is characterized by person/family-centered, longitudinal, comprehensive, coordinated and community oriented care, and is facilitated by multidisciplinary teams working in primary health care centers, who act as a key interface linking ambulatory care with hospital and specialty services, and individual care with other community social services. These features of PHC may positively influence health sector responses to IPV \[[@CR27]\].

The role of the health sector in responding to IPV is important in the context of coordinating innovative action across diverse sectors, such as social services, law enforcement, local councils and non-governmentalorganizations (NGOs), to address these endemic social inequalities \[[@CR28]\]. The importance of this multi-sectorial focus was the starting point of this study, and we sought to incorporate the views of health professionals and representatives of different sectors in generating proposals for improving primary health care for Romani women in situations of IPV. The study was carried out in Spain, where the Roma population legally has equal access to the health system. However, in practice they may confront barriers to access related to institutional discrimination, lack of trust and information and difficulty discussing their intimate problems with strangers (especially if professionals are men, upper socio-economic class and/or belong to dominant social/ethnic group), as has been reported in different European countries \[[@CR29]--[@CR31]\].

The aim of this study was therefore to integrate key informants' opinions about the main actions needed to improve primary health care services' and professionals' responses to Roma women in an IPV situation.

Methods {#Sec2}
=======

A concept mapping study was carried out with women who worked in Roma civil society groups, primary health care professionals and other related stakeholders (social services, academic experts and other IPV NGO representatives) from different cities in Spain (Valencia, Alicante, Madrid, Murcia, Leon, Vigo, Huesca, Sevilla, Oviedo and A Coruña). This methodology was selected based on its capacity to enable groups of actors to visualize their ideas around an issue of mutual interest and develop common frameworks through a structured and participatory process \[[@CR32]\]. The activities of the concept mapping process (brainstorming, rating and sorting, analysis, and interpretation of results with participants) were carried out from November 2014 to November 2015.

Potential participants from Roma civil society groups were identified through an initial internet search for Roma organizations that had promoted IPV interventions or programs which involved health professionals. A total of 28 organizations were identified and of these twelve (43%) participated in brainstorming, and eight continued participating in the rating and sorting and interpretation phases. The participants representing each organization were individuals who the organizations indicated had the most work experience with the topic.

Recruitment of primary health care professionals began with contacting the managers responsible for coordinating IPV activities in the health sector in the 17 autonomous regions of Spain, who had participated in a previous study carried out by some of the authors \[[@CR33]\]. Of the 26 managers contacted, twelve agreed to participate (ten medical doctors and two social workers), while the others indicated that they were not available or were currently working in other topics. In addition, we contacted professionals working in primary health care centers (PHCCs) with experience with IPV cases who had been identified in another previous study \[[@CR27]\] or identified by other participants using snowball sampling technique. Through these approaches, a total of twenty contacts were made, of whom 14 agreed to participate (four medical doctors, three midwives, three psychologists, two social workers and two pediatricians). Of the total 26 health professional participants, 26 participated in brainstorming, 15 in sorting and rating (five from management, ten from PHCCs), and six in the interpretation phase (one from management, five from PHCCs).

The remaining twelve participants from women's associations, violence associations, health agents and social workers from different public services related to IPV were contacted by telephone and/or e-mail based on suggestions from the other participants. In this case, all those contacted agreed to participate, and twelve participated in brainstorming, eleven in sorting and rating, and two in the interpretation phase (Table [1](#Tab1){ref-type="table"}).Table 1Participants representing different groups in each phase of the concept mapping processRoma associationsHealth professionalsOther IPV-focused organizationsTotal participantsPhase 1: Brainstorming12261250Phase 2: Rating and Sorting8151136Phase 3: Interpretation86216Spain, 2016

In the brainstorming phase, participants provided ideas on how to improve the health sector response to IPV in the Romani population, drawing on their experience and expertise. Participants were recruited via email invitation followed by telephone interviews which were recorded and later transcribed. Participants were asked to answer the following focus question: *In what aspects should primary health care services and professionals improve in order to better respond to Roma women in situations of IPV?* This first step was carried out from November 2014 to March 2015. Participant interviews yielded a total of 81 idea statements. The transcriptions of the idea statements provided by participants were reviewed by the research team and after eliminating repetitions, there were a total of 55 unique action proposals, which were assessed in the following phase.

In the rating and sorting phase, participants assessed the action proposals of the group as a whole by rating their importance and feasibility and sorting them into groups based on the similarity of the ideas. Three on-line questionnaires (one for sorting and two for rating) were designed with the support of the Concept Systems software \[[@CR34]\] using the statements collected in the previous step. Participants in the brainstorming phase were invited via email and telephone to complete the questionnaires and 72% responded. For the sorting questionnaire, the participants organized the statements into groups that had meaning for them. In the rating questionnaires, the participants rated the importance and feasibility of each of the statements on a scale from 1 to 6, from lowest to highest importance/feasibility. The phase of rating and sorting was performed from April to June 2015.

Sorting data was analyzed using multi-dimensional scaling to generate a point map, where statements are plotted based on the number of times participants grouped them together, with those that were frequently grouped together positioned close to each other. Hierarchical cluster analysis was used to generate cluster maps where statements are aggregated into clusters based on their proximity to each other in the point map. Maps depicting how statements were grouped into cluster solutions ranging from two to ten clusters were evaluated, and the most appropriate number of clusters was determined through discussion among the research team. Successive levels of clustering were evaluated based on their conceptual coherence and the value of precision offered at each level. Averages of the importance and feasibility ratings for each statement were calculated and the combined importance and feasibility scores were used to identify priority idea statements. The cluster map and prioritized list of statements served as the results to be reviewed by participants in the interpretation phase. An additional step of identifying broader domains connecting sub-groups of clusters focused on similar areas of action was conducted by the research team after the cluster map was reviewed by participants.

The final phase of interpretation of results was carried out in a participatory workshop held at the University of Alicante in October 2015, and 44% of the participants in the previous phase of sorting and rating were able to attend. The objective of the workshop was to reach consensus among participants on ten priority action proposals to improve the primary health care response to Roma women in an IPV situation based on review of the results of the previous phases. The workshop was facilitated by part of the research team (C Vives-Cases, D La Parra and MC Davo), and it began with a review of the cluster map and open discussion of proposals of names for the clusters. Then participants worked in three small groups, and they were asked to review and discuss the importance and feasibility scoring of the 55 action proposals and identify the most essential proposed actions based on scores as well as their own criteria. The groups then presented their lists of most essential actions in a plenary discussion. The groups' suggestions were compiled and the participants were then asked to rate each of the most essential proposed actions (on a scale from 1 to 6). These results were processed and another plenary discussion followed where they developed consensus on the final set of ten priority action proposals, which was composed of the statements that had the highest ratings and was confirmed by the workshop participants.

Results {#Sec3}
=======

Participants proposed a total of 55 actions to improve primary health care services' and professionals' responses to Romani women seeking help due to their situation of IPV (Table [2](#Tab2){ref-type="table"}). The final clustering solution generated eight clusters or thematic areas of action: 1) Foster a relationship of trust with health professional; 2) Professional practices to promote respectful treatment and improve detection; 3) Strengthen coordination with Roma associations and other sectors; 4) Enhance resources for follow up on detected cases; 5) Facilitate women's participation in activities and actions; 6) Enhance health staff's knowledge and skills for providing culture and gender sensitive care; 7) Strengthen awareness in the Roma community; and 8) Develop community-level action to prevent violence. Figure [1](#Fig1){ref-type="fig"} depicts the final cluster solution. The varying sizes of the clusters reflect the tightness of the conceptual coherence of the actions they contain, while their proximity to each other reflects perceived relationship between the actions they contain. Based on review of the proximity and the content of the clusters, we further identified sub-groups of clusters that shared focus on similar domains of action. These domains of action included improving health professionals' practices (Clusters 1, 2, 6), and strengthening the primary care system's response at the institutional level (Clusters 3, 4) and at the community level (Clusters 5, 7, 8).Table 2Recommended Actions to improve primary health care responses to violence against Romani womenClusterStatementImportanceFeasibilityActions to enhance health professionals' capacity to respond to battered Roma women1. Foster a relationship of trust with health professionalsEnsure confidentiality for women who decide to seek help5,915,7Facilitate the accompaniment of women who are in situations of abuse if they want to file a report to help minimize risks, advise them, give them support, generate trust and facilitate referrals to other professionals5,324,27Help women see that the health professionals are going to be there for them, and not tell them that they have to file a report or coerce them5,24,55Talk with the women so that they know that they can get away from the violence and that their relationship with their partner isn't healthy4,943,912. Professional practices to promote respectful treatment and improve detectionGive unprejudiced and equal treatment to everyone5,374,52Be attentive to non-verbal communication, fear and submissiveness5,344,64Adapt language in the consultation so that it is easy to understand5,315,06Be attentive to indirect indicators, such as injuries in hidden sites, and children missing a lot of school5,314,76Understand the cycle of violence and acquired defenselessness and don't assume that it is useless to make an effort because they will just go back5,124,15Be attentive to the psychosocial indicators of gender violence, which are very high in Roma women5,064,55Don't take quick action without thinking through the repercussions that the interventions can have4,864,33Be attentive to hyper-frequent visits by Roma women4,694,3Understand their limits in the tolerance of violence4,373,91Be aware of the barrier to reporting posed by the informal cultural tradition in the Roma community that custody be given to the father4,214,186. Enhance health staff's knowledge and skills for providing culture and gender-sensitive careImprove and expand training in gender-based violence for all staff in the health centers, including administrative and reception staff, to know how to provide security and support in cases of abuse5,64,42Establish mandatory training for health professionals starting from the university regarding vulnerable groups5,494,15Provide sensitivity training about the social situation and Roma culture (dress, roles, etc.) to eliminate prejudices and stereotypes about this population5,294,27Hold clinical rounds about prejudices and gender-based violence for health professionals -- doctors and non-doctors5,264,67Develop training about inter-personal intervention techniques (questions, attitudes) to be able to reach the women better5,144,82Provide education about how the women experience intimate partner violence, how they suffer and how they express it5,144,18Involve Roma associations in the training of staff in the health centers4,373,45Actions to strengthen primary health care's responses at the institutional level3. Strengthen coordination with Roma associations and other sectorsPromote coordination with education to put prevention first: work with gender equality in the school, including education on sexism and gender roles5,494,79Coordinate with people who work with Roma associations as social educators and social workers5,244,79Foster institutional support and the involvement of managers to develop relationships with Roma associations and carry out activities together5,234,15Make a list of the social resources available in the nearby area where they can be referred or can go for consultation55,36Facilitate the inclusion of communication with associations in the professional duties of the doctor so that they can dedicate part of their time to this4,693,21Coordinate with specialists (e.g. mental health, obstetrics) to detect cases during delivery care4,64,24Coordinate with Roma health mediators from other cities so that they are not from the family of the aggressor4,533,364. Enhance resources for follow up on detected casesCoordinate with pediatrics when gender-based violence cases are detected to monitor the effects in the children5,65,33Offer the women resources that are available even if they have not filed a report-- shelters, legal support, economic help, etc.5,514,15Inform the women about what resources they have and how to access them5,495,12Reinforce the role of the social worker in the detection of cases5,175Develop programs and protocols that take into account the unique characteristics of this collective group54,7Reinforce the figure of the community nurse54,48Hire professional Roma women to work with affected women4,864,36Institutional measures, such as hiring more staff, to make it possible to extend consultations by a half hour when cases are detected4,692,88Stabilize staffing, so that they stay in the same neighborhoods and don't have temporary contracts, to generate trust4,632,61Actions to strengthen primary health care's responses at the community level5. Facilitate women's participation in activities and actionsEncourage Roma women to use antenatal health care and education services, and thus increase opportunities to detect violence during pregnancy54,45Start therapy groups for women in the centers where they are referred4,973,97Facilitate Roma women's access to health centers, providing alternative entry points to primary health care4,653,55Encourage the training of Roma health professionals (nurse, social worker)4,532,79Promote home visits4,113,677. Strengthenawareness in the Roma communityProvide training to Roma health agents and the Roma community associations on gender-based violence5,44,21Work to develop the autonomy of Roma women5,374,21Carry out trainings and workshops with participation from social services and Roma associations about empowerment, self-esteem, interpersonal relationships, and prevention of gender-based violence5,344,61Outreachclinics to bring primary care providers closer to the Roma populations4,894,18Make health center's activities about gender-based violence more attractive for Romani women4,83,64Promotional materials (like posters and brochures) about prevention and awareness of gender-based violence adapted to the Roma reality4,444,618. Develop community-level action to prevent violencePromote Roma women's participation in the design of interventions or programs for prevention of gender-based violence5,494,24Promote community health projects with activities and interventions about empowerment in vulnerable neighborhoods with Roma population5,434,42Work with Roma health mediators5,294,42Work with male Roma health mediators to transmit different values to the men5,263,52Involve health professionals from all health centers in community health programs for prevention of gender-based violence5,093,61Carry out activities with the Roma population to improve their trust in health staff4,973,79Involve key actors from the Roma community (respected people, artists, athletes, professionals, social activists, the church) to make prevention campaigns4,894,12Spain, 2016 Fig. 1Thematic clusters of participants' proposals to improve primary care responses to violence against Roma women

Clusters with actions addressed to health professionals (clusters 1, 2, and 6) included recommendations of practices to improve their interaction with Roma women during the consultation, to be attentive to signs of abuse and provide them with support, and training to enhance their cultural sensitivity and better understand the IPV vulnerability of Roma women. The clusters focused on institutional strategies (clusters 3 and 4) contained actions to strengthen the coordination between the primary health system and other relevant sectors, including social services and Roma associations, and also provided health professionals with facilitating institutional conditions and tools. The three clusters where actions are addressed to the community level (clusters 5, 7, 8) include recommended actions to develop strategies to facilitate Roma women's access to IPV services, increase women's and Roma population's active participation in responses, and explore opportunities for primary prevention strategies working with the Roma community.

Table [2](#Tab2){ref-type="table"} action proposals to improve primary health care responses to violence against Roma women and average importance and feasibility rating scores. Spain, 2016.

The final set of ten priority action proposals reached through consensus among the participants in the interpretation workshop is presented in Table [3](#Tab3){ref-type="table"}. Among the ten actions, four are from the cluster "Enhance health staff's knowledge and skills for providing culture and gender sensitive care", and included training in topics related to the situation of social disadvantage and discrimination against the Roma population, prejudice and gender-based violence, and sensitive treatment in cases of abuse. Other prioritized actions focus on strengthening coordination between primary health services and Roma associations and with schools to promote prevention of gender-based violence; institutional efforts to improve provision of information on resources available for protection; and community level actions to empower and promote the autonomy of Roma women. While there were some proposals that received higher average scores in the rating activity that were not included, the ten priority actions identified in the interpretation workshop represent the outcome of the participants' collaborative evaluation of the rating results.Table 3Priority actions to reinforce primary health sector response to violence against Roma women and corresponding level of preventionAction statements prioritized by participants^a^Level of preventionEstablish mandatory training for health professionals starting from the university regarding vulnerable groups.SECONDARYPromote coordination with education to put prevention first: work with gender equality in the school, including education on sexism and gender roles.PRIMARYOffer the women resources that are available even if they have not filed a report-- shelters, legal support, economic help, etc.TERTIARYProvide sensitivity training about the social situation and Roma culture (dress, roles, etc.) to eliminate prejudices and stereotypes about this population.SECONDARYFoster institutional support and the involvement of managers to develop relationships with Roma associations and carry out activities together.PRIMARYPromote community health projects with activities and interventions about empowerment in vulnerable neighborhoods with Roma population.PRIMARYWork to develop the autonomy of Roma women.PRIMARYImprove and expand training in gender-based violence for all staff in the health centers, including administrative and reception staff, to know how to provide security and support in cases of abuse.SECONDARYCarry out trainings and workshops with participation from social services and Roma associations about empowerment, self-esteem, interpersonal relationships, and prevention of gender-based violence.PRIMARYHold clinical rounds about prejudices and gender-based violence for health professionals -- doctors and non-doctors.SECONDARY^a^The order of the statements reflects the ratings assigned during the prioritization process, with the highest rated statement listed firstSpain, 2016

Discussion {#Sec4}
==========

Our participants agreed on a list of ten priority actions to improve primary health care services' and professionals' responses to Roma women in an IPV situation that were related to primary, secondary and tertiary prevention activities. Half of this list was composed by IPV primary prevention activities and only one refers to the tertiary prevention level. These ten priority actions were agreed on by our key informants from a total of 55 statements related to improving health professionals' practices and strengthening the primary care system's response to IPV in general and to IPV among Roma women, in particular.

Many of the proposed primary health care improvement actions are expected to be developed outside health care centers and involve other sectors such as the university and the school, Roma associations and social services. Participants agreed about the importance of involving primary health care professionals in actions to improve social participation of Roma population, to increase their awareness about IPV and trust toward the health system, and to eliminate prejudices against Roma population among health professionals. The prioritized improvement proposals support a community-based primary health care approach, including work to develop Roma women's autonomy and coordinate with schools on gender equality education. The community orientation of primary health care services is at the root of the PHC approach \[[@CR26]\] and in Europe as well as Spain, it has been ratified by policies and guidelines \[[@CR35], [@CR36]\]. However, community-orientation is commonly recognized as one of the most challenging attributes to achieve when implementing a PHC approach within health systems \[[@CR37]--[@CR39]\]. Previous studies in Spain show that this attribute has been not in focus within the Spanish PHC in general, and even less in regards to IPV \[[@CR33]\].

A second important group of improvement proposals in this study refers to primary health care professionals' training in gender-based violence and IPV in general, and Roma population culture in particular. The relationship between training and increased readiness to manage IPV among healthcare professionals has been extensively evidenced \[[@CR40]\]. What is particularly noteworthy is participants' recognition of healthcare professionals' need to know more about Roma population issues, in order to be able to tackle the Roma women's possible lack of trust as well as other communication problems that may hinder Roma women's acceptance of their role in dealing with IPV and other health issues \[[@CR41]\].

Only five of the total 55 improvement proposals and one among the 10 identified priority actions referred to how to manage detected IPV cases. These actions focused on tertiary prevention referred to the need to facilitate access to support mechanisms, regardless of whether a report of the case was filed, avoiding the controversial issue of mandatory reporting. Current legislation in Spain mandates that healthcare professionals must issue a report of injuries, but it also specifies that the professional should ensure the safety of the woman and inform her, which can lead to the decision to not make the report \[[@CR42]\]. According the WHO guidelines, mandatory reporting to the police by healthcare professionals is not recommended and incidents should be reported to the police only if the woman chooses \[[@CR43]\].

Nearly all proposed actions to enhance health professionals' capacity to respond to Roma women in an IPV situation are close to WHO's recommendations about how health systems should tackle cases of violence against women in general \[[@CR43]\]. Our results share the emphasis that the WHO recommendations place on women-centred care and professionals' preparation for managing cases of IPV. However, in our study, cultural sensitivity also receives strong emphasis, and the importance of this issue is not mentioned in the WHO guidelines as a consideration in the provider-user interaction nor in the training of healthcare professionals. Another difference is that the WHO guidelines emphasize that clinical care for IPV should be implemented hand in hand with care for women exposed to sexual violence \[[@CR43]\], while no specific mention to sexual violence emerged in our study. Furthermore, in line with this clinical focus, the guidelines draw very little from evidence of effectiveness in empowerment and community work, and the studies mentioned from these areas focus on shelters and support groups that are not connected to health services. This contrasts with the emphasis our participants placed on community work and the direct connection between the primary health care centers and the community. One explanation for these differences is that the WHO guidelines are not limited to primary care, but also address other health services including emergencies, hospital and specialist care.

The following limitations should be taken into account in interpreting the results of this study. Participants in the study were selected based on their knowledge of the Roma population. This represents a potential source of bias, as their ideas for action did not represent the views of the average health professional in the Spanish health system. However, this bias can be positive as it favors the inclusion of expert knowledge and the exclusion of stereotypes and prejudices, which contributes to the validity of the findings. Furthermore, as participants' proposals were based on their own professional experience, they do not necessarily align with best practices upheld in the literature. Regarding the ten priority actions identified through this study, it should be considered that this list was reached through a process of consensus which implies that ideas of great value can be excluded because they were not understood or supported by the majority. Finally, the proposals for action generated through the study reflect the framing of the focus question at the core of the concept mapping process, which addressed the specific situation of Romani women. However, we also obtained a good representation of strategies oriented to improving the health system response to IPV for all women, particularly those who face greater barriers to access.

Conclusion {#Sec5}
==========

Priority actions for improving the health system's response to Roma women in situations of IPV identified through this study were reached through a participatory process involving Roma associations, health professionals and IPV experts. The efforts to address this challenge should take both a general health equity approach to reinforce the primary health care response to gender-based violence and a more culturally-specific approach to address Roma women's needs. The need to strengthen the primary care system's role in coordinating preventive strategies in collaboration with other sectors and Roma associations, and to improve the training of health professionals and staff in sensitivity towards the Roma culture were also emphasized. Actions to improve management of detected cases were also described, though to a lesser extent compared to actions related to professional training and participatory work with the Roma community. The next phase of research should focus on implications for implementation of the actions proposed.
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